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XI. Consumer Directed Services

(1) Consumer Directed Services (CDS) are made available to eligible clients in the
Primary Home Care (PHC) program.

(2) The sum of the contracted provider payment amount and the payment amount for
CDS must not exceed the hourly attendant compensation enhancement participant
payment rate made to contracted providers not participating in CDS. The contracted
provider payment amount is determined by modeling the estimated costs to carry out
the responsibilities of the contracted provider under CDS. The payment amount for
CDS is determined by subtracting the contracted provider payment amount from the

attendant compensation enhancement participant payment rate made to contracted
providers not participating in CDS.

(3) The contracted provider payment amount is paid to the contracted provider as a
percentage of the amount expended and claimed for CDS to the state for
reimbursement.

(4) Clients must expend for CDS an average hourly compensation amount for attendants
equal to the calculated attendant compensation rate component of the rate per hour of
service for contracted providers not participating in CDS divided by 1.10.
Compensation includes salaries and wages, payroll taxes, workers' compensation,
employee benefits/insurance, and mileage reimbursement.
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